For several years medical educators have expressed, vaguely, a belief that there are cachets of knowledge and expertise seques tered in the disciplines known as social or behavioural sciences which are of relevance and value to the education of the physician. This has led to the appearance of courses, programs, systems, divisions or departments termed 'behavioural science' in all medical schools in Canada and in most in the United States. At present, while many of these new courses are being nurtured in embryo, some have emerged as departments and more seem to be evolving in that direction. What follows are random observations of the efforts of others by one with an avuncular interest in development.
Bom, as many of these young courses are, out of psychiatry by community medi cine, psychiatry would seem to have a parental responsibility to ensure sound growth. Those departments of psychiatry which still nurture the unborn department share the anxieties common to the pregnant state. Will the new department be accepted into the wide family of the medical school and the wider one of the university? Will it receive enough nourishment to grow? Or will it be deformed, stunted and deviant? Or will it play a useful role in society when fully developed?
As matters now stand, wanted or un wanted, the infant department meets the normal sibling rivalry for curriculum time, *The observations upon which this study is based were supported through a Travelling Fellowship (1969-70) of the Ontario Mental Health Foundation. tit has been observed that integration of the beha vioural sciences cannot take place between individuals of differing disciplines but only in the mind of one individual with a mastery of different fields of science. No one exemplifies this joint mastery better than Robert Cleghorn to whom this study is dedicated. Physiologist, physician, psychoanalyst, historian, prac titioner, researcher and teacher, he embodies the breadth and depth required of this new medical science. His example, well ahead of his time, may stimulate others toward this demanding and adven turesome goal.
Associate 
This accident of timing in the introduc tion of behavioural science courses creates both advantages and disadvantages. It is
propitious that the present questing and fluidity of the curriculum makes possible new courses and approaches. However, against this gain one must set the disadvan tages of a relative newcomer trying to get into a game being played by the majority of older siblings -'old pros' who can point to past accomplishments and contributions to strengthen their positions. If, when sound in structure and function, new departments of behavioural science have a struggle to fulfil their role, even more difficulties are likely to be experienced when the depart ment is ill-conceived.
Common malformations and their conse quences are discussed here in some detail in the hope of reducing repetition in future.
Behavioural Science Can be Deformed
Since no behavioural science department has been in existence long enough to achieve unity or to develop all its members, it is impossible to identify all the essential com ponents and their proportions. Some official lists of traditional academic disciplines which can be grouped under the generic label of the behavioural sciences have been compiled (1). In Canada those disciplines already introduced into medical education are developed disproportionately toward the social sciences. Some psychologists are separately identified with basic biological science or with psychiatry. When taking into account all the scientific disciplines which have the scholarship, knowledge and skills to contribute to the growth of the science of 'behaviour', a greater contribu tion from biology appears desirable.
Another common dilemma is whether behavioural scientists should be grouped together as a department or division in the traditional sense with the autonomy and structure which that implies, or whether they should be seeded widely and appro priately in departments of physiology, com munity medicine, pediatrics, psychiatry and so on. If the argument for an emerging science of human biology is supportable, then the propinquity engendered by a single department is desirable. In the current cli mate of systematic and integrated courses in health science curricula this should not preclude the cross-fertilization said to be productive of new knowledge. Moreover, departmental clustering permits informed modifications to meet differing needs for various health professions and the provi sion of some courses common to the basic aspects.
It has been argued in a convincing way by Kramer (3) that the goal to strive towards should be a unified behavioural science en compassing the links in relationships and the evolution of a commonly acceptable language for the observed phenomena which are recorded by scientists working from the cellular to the sociological levels. This objective may have a better chance of success in the health faculties where a few interested individuals, originally trained in different disciplines, can be in frequent con tact and share in projects and teaching to develop a communication framework which may be impossible elsewhere in the univer sity. By contrast there are difficulties of achievement of this aim in large depart ments with established disciplines which are scattered in different faculties throughout the university, each with its own range and diversity of interests and goals.
That the special needs and orientation of medical students in the early years of train ing require this approach is justified by the argument that the 'important' basic sciences are biological and scientific; the student be ing oriented to think on this basis may find facts more acceptable when presented in this context. The unique combination of competences of the physician and nurse is the skill based on their knowledge of the bio-, psycho-and social sciences and their interactions; the stress here must be on knowledge of these interactions. The gamut of disciplinary potential is wide while the numbers in each category are limited. Ethologists, primatologists, de velopmental psychologists, neuropsycholo gists, geneticists, physical anthropologists, ecologists, learning theorists, social psycho logists, cultural anthropologists and sociolo gists can all be visualized as having much to contribute.
What basis could be found to provide a common purpose and boundaries for such a group of scientists? Perhaps the emphasis should be behavioural science. The aim might be a discipline directed toward the explanation, understanding and prediction of the 'behaviour of total organisms' indi vidually and in groups in
In the long view some educators visualize graduate students who are now being edu cated in these unified departments emerging as the behavioural scientists of tomorrow. These graduate students serve not only the health sciences but the whole university.
Behavioural Sciences May Be Stunted

Development of the behavioural sciences would be arrested if the entire course were presented as information in the early pre clinical years. Whether there is a basic science component, and whether it is rele vant and can provide essential knowledge, remains to be established. At this stage it rests on a priori, common sense or con sensual judgements. This basic science com ponent is a major portion of the existing programs of most schools, but when offered alone it fails to generate wide acceptance or useful application in later practice training.
One argument offered in support of this is that the impact is sometimes weakened by the lack of a key interpreter or a co ordinator who is a respected academic practitioner to serve as a 'role model'.
More important may be the lack of rein forcement from learning applicable in two areas of later training. In programs of com munity and preventive medicine, when alternative approaches to health care de livery are considered, their implications for different ages, ethnic and social groups can be introduced along with real life examples of differences in attitude to health, illness and medical care, and by this means informa tion from earlier in the course can be ap plied. Home visits or community studies would seem to be the place for observations on the sociology and anthropology of health, where agents of change may present their theses.
However, the most important reinforce ment of basic science knowledge must lie in
what is referred to as the 'expanded clinical model'. This means that the student, and more particularly the clinical teacher, in exhibiting the facts necessary for diagnosis, case management or after-care will intro duce behavioural and social facts whenever appropriate, just as they would introduce the appropriate biochemical, radiological, genetic and occupational facts in the tradi tional unexpanded case presentation aimed toward problem-solving and decision-making today. The word 'appropriate' is the key here and needs more study. The behavioural background and facts which are appropriate and often crucial in understanding disorders of development or behaviour are recognized frequently in pediatrics and psychiatry. Their implications for a delayed fracture healing, recurrent deficiency anemias and repeated spontaneous abortions are not so often taken into account.
A systematic study of a series of cases on various services is needed in different centres, comparing the difference in de cision-making and the outcome for groups of patients viewed by a wide-angled, ex panded clinical lens with decisions and out comes when viewed only within the tradi tional narrow biological optic.
These appropriate facts will differ and must be identified separately for the student physician, student nurse, student biomedical 
Behavioural Science may be Deviant
One of the common criticisms heard from the established leaders of medical edu cation is that behavioural science depart ments tend to question and turn against the mores and values of the medical training family, and that they behave in a manner quite unlike the departments of microbio logy or pharmacology toward objectives and methods.
Some departments of social science even define their goals in gad-fly terms.
That there is a need for objective criti cism and the viewing of the healers as a cultural tribe, just as one would the military tribe, educational tribe, correctional tribe and 'entreprenureal' tribe, is obvious. The advantages of intimate information obtain able for that purpose as a family member may have to be weighed against the in evitable tensions, misunderstandings and differences from behaviour and attitudes of fellow departments which then ensue.
Perhaps these observations could be made more effectively from the neighbouring position of the university departments of economics, sociology and anthropology, without the constraints which older family members may impose on a newly-adopted member. One of the common complaints of a too immanent criticism within the health science faculties during the earlier stages of acculturation of the healer is that of en gendering identity conflicts and confusion between the student and the master he has chosen to emulate.
Behavioural Science as a Siamese Twin
A teaching objective which is too broad and vaguely defined for emerging depart ments of behavioural science can result in diffusion, lack of definable methods and particularly in contradictory goals which could be resolved by two autonomous enti ties. This disorder arises when a faculty decides that the new department has an important role to play in preventing the student physician from becoming dehuman ized by immersion in solely biological studies. Thus, in some settings there is in volvement in the behavioural sciences of ethics, existential psychology and political science, to the confusion of all.
It is obvious that medical education needs to guard and expand the natural humanity of students training as physicians. That this can be accomplished via a department of behavioural science is seriously questioned. This particular goal must be an objective of every member of the faculty, particularly the clinical teaching staff, and most studies suggest that it is transmitted by example through provision of role models and iden tification with the humane teacher. It will not be inculcated if it is assigned as an objective to any one department alone. How ever, the ideal autonomous behavioural science previously described makes no pro vision for the philosopher of science, the cultural anthropologist, the historian or the moral philosopher. This group of disci plines, often referred to as the humanities, has an exciting and meaningful role in the education of health professionals, but may function more effectively outside the beha vioural sciences. It is tempting to explore now the growth development and life goals of the humanities in health sciences educa tion, but since only one such department exists on this continent it is too early to undertake this task and one must await further growth in that sphere (4). How ever, it is important to identify these disci plines and to ensure that both they and behavioural science grow separately to their different and autonomous ends.
If the well-formed behavioural science department already described is practicable, where is the line of cleavage which separates and preserves a viable department of humanities? It has been described as the line which divides the synchronic disciplines (those which are timeless and uncommitted to values in the framework of human cul ture) from the diachronic (those which are historically time bound). may find a role in both departments. Ten years ago Bierstedt (2) pointed out that "whether or not sociology is or ought to be a science, it owns a rightful place in the domain of humane letters and belongs with literature, history and philosophy among the arts that liberate the human mind." Be that as it may, most behavioural scientists would wish to have as a departmental col league a sociologist who is concerned with small groups, measurement of family func tion and social roles and classes. Similarly, the social philosophers, historians, political scientists and economists who are concerned with health in society value the insights and techniques available to the sociologist.
This line seems to fall somewhere through the discipline of sociology; and sociologists
Functional separation of the twinsbehavioural science and humanities in medi cine -in no way precludes collaborative research and teaching. It has been possible to observe a behavioural scientist (psycho logist) and humanist (philosopher of mind) sharing in teaching a medical student elec tive on personality or joining in a sympo sium on plague. In this case the behavioural scientist dealt with the mechanism of scapegoating and mass attitudes in epidemics while the historian gave examples from re corded behaviour during the Great Plague. This collaboration also needs more expla nation and experience.
Even if behavioural science which is devoted primarily to the training of health professionals, is unified, well proportioned and of full stature, there will remain many paths to maturity, all of which will offer exciting options to be assessed over the next decade.
